Background: At present, depression is the world's most common psychopathology. Self-compassion is a psychological concept that has shown promise regarding its impact on psychopathology. Despite a vast literature studying the relationship between depression and self-compassion, few studies about this association were done in clinical samples.
Introduction
Depression is not only one of the most common psychiatric disorders that human beings face today (Kessler et al., 2005) , but also one of the most common and serious affective disorders in Western society. According to the World Health Organization (WHO, 2017) , around 4,4% of the world's population suffers from depression, which ranks depression as a distinct contributor to global disability.
Mood disorders contribute on a large scale to suicide deaths, which represent 1.5% of all deaths around the world (WHO, 2017) . For instance, around 1 in 10 men and 1 in 4 women present clinical depression in the In Portugal, there are no population-based data to reliably establish the prevalence of the various types of mood disorders (Gusmão, Xavier, Heitor, Bento, & Almeida, 2005) , but the World Mental Health Survey Initiative (Xavier, Baptista, Mendes, Magalhães, & Caldas-de-Almeida, 2013) gave us specific data regarding the annual prevalence in Portugal of mood disorders in general, revealing a percentage of 7.9%, amongst the highest in Western society.
Regarding the prevalence of depression according to gender, Piccinelli and Wilkinson (2000) found that, with few exceptions, the prevalence of depressive disorders is higher in females than in males, beginning at mid-puberty and remaining through adult life. Various possible factors have been considered, including adverse experiences in childhood (Rodgers, 1994; Veijola et al., 1998) , prior mood and anxiety disorders (Bifulco, Brown, Moran, & Ball, 1998; Parker, Wilhelm, & Asghari, 1997) , social roles, cultural norms (Bebbington, 1996 (Bebbington, , 1998 and, more recently, the vulnerability expressed by personality characteristics and coping style (Kelly, Tyrka, Price, & Carpenter, 2008) .
Depression has been characterized as a pathological state, in which there is (not necessarily in a cumulative way): loss of interest and pleasure, disturbance of sleep and appetite, motor slowing, feelings of uselessness and guilt, cognitive disorders, lack of energy and fatigue, thoughts of death or suicide (Kaplan & Sadock, 1997) . All these possible symptoms of depression significantly impact quality of life (Coutinho, Gontiès, Araújo, & Sá, 2003) .
According to the DSM-5 (APA, 2013) , when the symptomatology of depression continues for a minimum period of 2 years, it is called Persistent Depressive Disorder (also known as dysthymia), a clinical representation that equates to chronic depression. If during this period of depression symptomatology there is an occurrence of a major depressive episode, the diagnosis is both Major Depressive Disorder and Persistent Depressive Disorder (dysthymia).
The Emergence of Self-Compassion in Psychology
More than the traditional approach of pursuing the elimination of psychopathology as the goal of treatment, there is a growing interest in redefining mental health as the presence of optimal well-being and not only the absence of psychopathology (Keyes, 2005) .
There is supporting evidence that positive mental health and psychopathology function along different continua, and are only moderately interrelated (Keyes, 2005; Lamers, Westerhof, Bohlmeijer, ten Klooster, & Keyes, 2011; Weich et al., 2011) . Positive mental health and psychopathology are not exact opposites and must be considered as different indicators of mental health. This, as indicated by Trompetter, Kleine and Bohlmeijer (2016) , makes positive mental health in itself an important end-point of both scientific study and intervention. However, in order to advance knowledge and to adapt clinical interventions aimed to develop positive mental health, we need to better understand the action mechanisms by which clinical interventions have their positive effects (Trompetter et al., 2016) .
A relatively new concept in Western psychology, that also seems to be a resilience mechanism in the relationship between psychopathology and positive mental health, is self-compassion (Trompetter et al., 2016) . The related concept of compassion (Neff, 2003a) involves the experience of being touched by the suffering of others and the emergence of feelings of kindness and the desire to alleviate their suffering (Wispe, 1991) . It involves the adoption of a nonjudgmental understanding attitude towards those who do wrong or fail, seeing their actions in the context of shared human fallibility (Neff, 2003a) .
Self-compassion is compassion turned inward (Neff, 2012) , and entails the adoption of an accepting posture towards less positive aspects of life and of ourselves, even and particularly in moments of suffering. According to Neff (2003a) , self-compassion involves three basic components: (a) self-kindness (kindness and understanding towards oneself rather than judgment and self-criticism); (b) common humanity (conception of one's experience as being a part of the larger human experience and not as separating and isolating); and (c) mindfulness (being aware of one's painful thoughts and emotions rather than overidentifying with them).
Regarding differences in self-compassion according to gender, past research findings have been inconsistent. Several studies have found lower levels of self-compassion in females than in males (Neff, 2003a; Neff, Hseih & Dejitthirat, 2005; Neff & McGehee, 2010; Raes, 2010; Yarnell & Neff, 2013) , while others have not found these differences to be significant (Iskender, 2009; Neff, Pisitsungkagarn, & Hseih, 2008; Neff & Pommier, 2013; Raque-Bogdan, Ericson, Jackson, Martin, & Bryan, 2011) . A relatively recent meta-analysis conducted by Yarnell and colleagues (2015) , revealed that males had slightly higher levels of self-compassion when compared with females, and that this difference was larger when samples included a higher percentage of individuals from ethnic backgrounds.
Various studies have shown that self-compassion is indeed a strong predictor of well-being and mental health (Neff, 2003a (Neff, , 2003b . Self-compassion also appears positively associated with life satisfaction, happiness, social connectivity, optimism, curiosity and exploration, and positive affectivity in general . It has been found that feelings of self-compassion correlate with higher cerebral activity in the pre-frontal cortex, an area associated with contentment and optimism (Lutz, Greischar, Rawlings, Ricard, & Davidson, 2004) . The body of research that suggests the importance of studying self-compassion and its cultivation both in clinical and non-clinical samples is growing (see Barnard & Curry, 2011; Galante, Galante, Bekker, & Gallacher, 2014; Gilbert & Procter, 2006; Hofmann, Grossman & Hinton, 2011; Neff, 2015) .
Many studies have already explored the relationship between self-compassion and depression. revealed a negative association between self-compassion and self-judgment, depression, anxiety, rumination, thought suppression, and negative affectivity in general. A meta-analysis by MacBeth and Gumley (2012) , including about 4000 subjects, has shown a mean effect size of r = -.54 between symptoms of depression and self-compassion. Krieger, Altenstein, Baettig, Doerig and Holtforth (2013) indicated that participants going through a major depression episode showed significantly lower levels of self-compassion than people who had never been depressed. One of the few longitudinal studies looking at this relationship, by Raes (2011) , indicated that levels of self-compassion at baseline measurements (first of two assessments separated by a 5-month period) were significantly negatively associated with symptomatology of depression. More recently, Krieger, Berger and Holtforth (2016) , studied the reciprocal effects between symptoms of depression and self-compassion, and found that lack of selfcompassion significantly predicted subsequent symptoms of depression, whereas symptoms of depression did not predict levels of self-compassion. The same was found for the relationship between the presence of a major depression episode and self-compassion.
There are few studies (e.g., Van Dam, Sheppard, Forsyth, & Earleywine, 2011; Krieger et al., 2013 ) that have assessed self-compassion in clinically depressed patients. This information is important to better understand the relationship between the different dimensions of self-compassion and depression, and also when considering the integration of self-compassion in interventions for different types of clinical depression (Krieger et al., 2013) . Lastly, a systematic review by Leaviss and Uttley (2014) , including fourteen studies about compassion-focused therapy (CFT), indicated favorable results to CFT as an intervention for mood disorders, particularly when high levels of self-criticism are present.
The primary objective of the study here presented was to characterize the relationship between symptoms of depression and the different dimensions of self-compassion in clinically depressed patients according to their moment of treatment (currently in treatment or after treatment). Secondly, we sought to explore the association between these variables in clinically depressed patients, according to some variables, some of them understudied: gender, severity level of depression, and the existence of previous treatments.
Methods
This is an observational non-randomized clinical study, carried out with patients diagnosed with persistent depressive disorder, also known as dysthymia. The sample was composed of two different groups according to moment of psychotherapeutic treatment (during and after therapeutic intervention).
The psychotherapeutic treatment was conducted in a residential treatment centre (VillaRamadas) with a duration of approximately 180 days. The model of intervention was the Change & Grow ® model, which organizes the treatment into five principles: truth, acceptance, gratitude, love and responsibility. This model integrates cognitive and behavioral therapy, third generation therapies and positive psychology into both individual and group sessions. On week days, each patient had 1 individual therapy session and 5 group sessions (e.g. psychoeducation, mindfulness).
Participants
The sample of the study was recruited according to a non-probabilistic sampling, and was composed of Portuguese patients diagnosed with Persistent Depressive Disorder, treated in VillaRamadas. The initial sample was divided into two different groups, according to the stage of treatment: one group composed of patients that were still in the treatment program (In-treatment) at the moment of data collection, and another group composed of patients that had completed the treatment program at least 1 year before (Post-Treatment).
The inclusion criteria were defined as: both genders; suffering from a Persistent Depressive Disorder, as diagnosed at the time of admission into the in-patient care program at the residential treatment centre (VillaRamadas). This diagnosis was confirmed by the centre's psychiatrist, in accordance with DSM-V (APA, 2013), during the first week of residence. Included patients had also to be fluent of Portuguese language, willing to participate in the study and to give informed consent.
The exclusion criteria were, for the In-Treatment group, not having been in treatment for at least two weeks (i.e., having interrupted the treatment), and for the Post-Treatment group, not having finished treatment (either voluntary or disciplinary discharge).
Measurements

Beck depression inventory -II (BDI-II)
Symptomatology of depression was measured with the Beck Depression Inventory II (BDI-II) developed by Beck, Steer and Brown (1996) , one of the most commonly used instruments both in research and practice to assess the presence and severity of depression. In the present study, the Portuguese version, by Ponciano, Cardoso and Pereira (2004), was applied. The inventory is composed of 21 sets of statements, representing items that assess symptoms corresponding to DSM-IV mood disorders diagnosis criteria (APA, 1994) . The options of answer include four levels of severity, with scores ranging from zero to three (for each item). The total score is the sum of all responses and can vary from zero to 63 (the higher the value, the higher the level of depression).
The severity of symptomatology of depression was measured using an adaptation of the BDI-II cut-off points. The BDI-II provides the following cut-off points: without depression (0-4); mild depression (5-7); moderate depression (8-15); severe depression (more than 16; Beck et al., 1961) . In the present study, we considered the participants as divided into two groups: without/mild depression (0-7) and moderate/severe depression (> 7).
With regard to the inventory's psychometric properties, Ponciano and colleagues (2004) obtained a Cronbach's alpha of .93, which reveals very good internal consistency. In the present study, Cronbach's alpha was of .80, still considered a good value (Pestana & Gageiro, 2008) .
Self-compassion scale (SCS)
Self-compassion was assessed with the Self-Compassion Scale (SCS; Neff, 2003b Neff, , 2015 . This is a self-report inventory composed of 26 items, that can be grouped into six subscales: three positive dimensions (selfkindness, common humanity and mindfulness) and three negative dimensions (self-judgment, isolation and over-identification). Each item was rated on a 5-point Likert scale (1 = strongly disagree to 5 = strongly agree). In the current study, we used the Portuguese version of the SCS, validated by Castilho and Gouveia (2011) . The reliability values were very good for both the original study (α = .92; Neff, 2003a) and the Portuguese version (α = .94; Castilho & Gouveia, 2011) . In the present study, the Cronbach's alpha for each of the dimensions were: self-kindness .84, common humanity .84, mindfulness .70, self-judgment .79, isolation .74, and over-identification .83. The reliability value for the global scale (α = .94) was very good (Pestana & Gageiro, 2008) .
Procedures
The research protocol was applied in the VillaRamadas treatment centre by the clinical psychologists who integrates the therapeutic staff. The data were collected from December of 2014 until February of 2015.
For the In-Treatment group, every patient who met the inclusion criteria was approached by their own individual therapist about the possibility of participating in the study. If they agreed, the research protocol was administrated by the psychologist in the centre, during the period reserved for the daily individual session (so as to not affecting the therapeutic routine of the other patients).
For the Post-treatment group, the patients who had successfully completed treatment at least 1 year before were approached during the monthly after-care session at the centre (conducted by the psychologists of the therapeutic staff). The study was explained in person and, if they agreed to participate, administered also in person.
Data analysis
The statistical analysis of the data was conducted using the Statistical Package for Social Sciences 21 (SPSS 21).
Preliminary analyses were made to confirm the assumption of normality for every variable. For this purpose, skewness and kurtosis values were taken into consideration (Kline, 2005) . For the present sample, every variable revealed skewness values between 1.32 and -0.58, and kurtosis values between 1.79 and -0.48. Therefore, it was considered that data followed the assumptions of normality, indicating its suitability for parametric tests.
Product-moment Pearson analyses were performed to explore the relationship between main variables, namely BDI II scores and self-compassion (SELFCS) scores, for the total sample and for each of the groups under study.
Student's t-tests were used to explore the differences of BDI-II scores and SELFCS scores according to gender, the existence of previous treatments, moment of treatment (In-treatment and Post-treatment). T-test was also used to compare mean values of SELFCS between the two considered levels of depression (on basis of BDI-II scores).
Stepwise regression analysis was used to explore the different dimensions of self-compassion as predictors for depression (BDI-II).
Ethical issues
The authors of both psychological instruments were contacted with the intent of asking permission to use these measurement tools. A research assistant presented all participants with an overview of the study, 
Results
Sample characterization
The complete sociodemographic characterization of the sample can be seen in Table 1 .
Overall, 55.6% of the sample were male and 44.4% female, with ages from 15 to 57 years old (M = 32.84; SD = 10.24).
The In-treatment group was composed of 32 patients, with a distribution of 59.4% male and 40.6% female, between 15 and 50 years of age (M = 30.78; SD = 9.54). The Post-treatment group was composed of 31 patients, 51.6% men and 48.4% women, between 16 and 57 years of age (M = 34.97; SD = 10.65).
Differences between In-and Post-treatment groups Significant differences were found regarding self-compassion between the In-treatment and Posttreatment groups ( Table 2 ). The Post-treatment group presented higher scores of common humanity (t (60) = 2.05, p = .045), mindfulness (t (60) = 2.18, p = .033), a higher global score of self-compassion (t (54) = 2.21, p = .031), and a significantly lower score of over-identification (t (59) = -2.28, p = .026). Although the Post-treatment group presented a lower BDI-II mean score than the In-treatment group, the difference was not significant.
Differences in SELFCS according to gender, previous treatment and BDI-II severity level
Significant differences were found between genders regarding the global score of self-compassion (t (51) = -2,67, p = .010), as well as for the following dimensions: self-kindness (t (60) = -2.05, p = .045), selfjudgment (t (61) = 2.06, p = .044), isolation (t (59) = 3.36, p = .001) and over-identification (t (59) = 2.94, p = .005). Men presented higher mean scores of self-kindness as well as a higher total score of self-compassion, and lower levels in all negative dimensions (Table 3) . A significant difference was found for symptomatology of depression as measured by BDI-II total score (t (31) = -2.10, p = .018) between participants having or not having previous treatment: patients with previous treatments tend to present higher scores of BDI-II.
The Without/Mild Depression and Moderate/Severe Depression groups were found to be significantly different regarding both the mean global score of selfcompassion (t (45) = 2.35, p = .023), as well as for the three negative dimensions of self-compassion: selfjudgment (t (51) = -3.04, p = .004), isolation (t (49) = -2.16, p = .036) and over-identification (t (49) = -3.05, p = .004).
Patients with less severe symptoms of depression presented a higher global score of self-compassion and lower levels of the negative dimensions (Table 4) . 
Associations between BDI-II and SELFCS in the total Sample
Depression (BDI-II) overall score was found to hold a moderate negative correlation with global self-compassion (SELFC; r = -.32, p = .029). On the other side, depression was found to hold positive moderate correlations with both self-judgment (r = .32, p = .020) and isolation (r = .31, p = .029; Table 5 ). 
Associations between BDI-II and SELFCS according to moment of treatment (In-and Post-treatment)
In the In-treatment group, BDI-II overall score hold moderate negative correlations with the global score of self-compassion (r = -.57, p = .007) and with the selfkindness dimension (r = -.45, p = .020), and moderate positive correlations with the three negative dimensions of SELFCS: self-judgment (r = .47, p = .013), isolation (r = .53, p = .005) and over-identification (r = .47, p = .015). In the Post-Treatment group, no significant correlations were found between these variables. 
SEFLCS dimensions as predictors of BDI-II in the Inand Post-treatment groups
Three stepwise regression models were used: one for the total sample, one for the In-Treatment group and another for the Post-Treatment group. For each of these models, the different dimensions of self-compassion were used as predictors of depression symptoms. Taking into consideration the results obtained for the bivariate correlation, the common humanity and over-identification SELFCS dimensions were left out of the regression analyses.
For the total sample, self-judgment was found to be a significant predictor (b = .32, p = .025), explaining 10% of the variance of BDI-II overall score (Adjusted R 2 = .08, F (1.47) = 2.36, p = .025).
For the In-treatment group, the only significant predictor was isolation (b = .54, p = .006), explaining 29% of the variance of depression symptoms (Adjusted R 2 = 0.26, F (1.23) = 9.36, p = .006).
Lastly, there were no significant predictors of depression symptoms (as measured by BDI-II) in the Posttreatment group.
Discussion
The main goal of the present study was to characterize and compare self-compassion and symptomatology of depression in two distinct moments of intervention: during (In-treatment) and after treatment (one-year Post-treatment).
When comparing the SELFCS index of self-compassion between the In-treatment and Post-Treatment groups, it was found that the Post-treatment group presented higher levels of self-kindness and, on the other hand, lower levels of over-identification.
It is of particularly interesting to observe the high scores for over-identification in the In-treatment group, indicating the inability to create distance from a negative situation (Neff, 2003a) , which can lead to the amplification and prolongation of suffering, with a significant positive evolution observed for the Posttreatment group.
However, no significant differences were found between groups regarding symptomatology of depression, as assessed by the overall score of BDI-II, which may be explained by the reduced sample size or even by how the therapeutic intervention may have already improved the symptomatology of depression diagnosed at the beginning of treatment, in part with the promotion of self-compassion. To better understand the effectiveness of the therapeutic model in treating depression, further studies have to be conducted using a longitudinal design and measuring depressive symptoms before, and not only during treatment (i.e., already after some intervention sessions). The results regarding self-compassion, however, lend some credence to the effectiveness of the intervention model for the promotion of the studied self-compassion dimensions which, according to the literature, contribute for better general mental health (Neff & Vonk, 2009 ).
In view of the results found in the Post-treatment group, it would seem probable that the therapeutic intervention allowed the development of competences necessary for the adoption of a more objective perspective, leading eventually to lower levels of overidentification. As already discussed in the literature, self-compassion can reduce suffering by serving as a healthy emotion regulation strategy (Neff, 2003b) . With regard to gender, significant differences were found for the complete sample, with women showing lower levels of global self-compassion and self-kindness, in line with other studies that have found similar results (Neff, 2003b; Neff, Hseih, & Dejitthirat, 2005; Neff & McGehee, 2010; Raes, 2010; Yarnell & Neff, 2013) . These results must be anyway interpreted with caution due to the fact that other studies have not found significant gender differences (Iskender, 2009; Neff et al., 2008; Neff & Pommier, 2013) . A recent meta-analysis conducted by Yarnell and colleagues (2015) , revealed a significant difference between genders; but it also revealed that this difference was larger when samples had greater representation of ethnic minorities. This may indicate that the difference in self-compassion between genders could be mediated by other variables that have not yet been sufficiently studied. In the present study, women not only revealed lower levels of self-compassion but also higher levels of self-judgment, isolation and overidentification (Neff, 2003b) .
The group of participants with previous treatments was found to have higher levels of symptomatology of depression. These results can be explained by the fact that a more severe depression could present greater resistance to treatment and requiring additional or recurrent treatments. Some studies indicate that, even when the gains are maintained for five years after the initial treatment, 58% of patients with depression recur in the following 10 years (Mueller et al., 1999) .
It was also possible to verify significant differences according to the depression severity scores (again, complete sample in analysis), with without/mild depression associated with higher levels of selfcompassion, when compared with moderate/severe depression. The moderate/severe depression group showed higher levels of self-judgment, isolation and over-identification. These results are in line with the relevant literature regarding the relationship between self-compassion, its various dimensions and psychopathology (MacBeth & Gumley, 2012; Raes, 2010) . The study conducted by Krieger and colleagues (2016) , which looked into the reciprocal effects between symptoms of depression and self-compassion, found that lack of self-compassion significantly predicted subsequent symptoms of depression, whereas the reverse was not true. It would be interesting for future studies to explore if levels of self-compassion could predict not only symptomatology of depression and the presence of major depressive disorder, but also the severity of the depression and maybe even the response to treatment.
When exploring the associations between the studied variables (for the total sample), depression was found to be negatively associated with global self-compassion and, on the other hand, positively associated with both self-judgment and isolation. These results are in line with the literature MacBeth & Gumley, 2012) , despite the fact that different dimensions of self-compassion can be found to be associate with depression depending on the specific characteristics of the studies (e.g., population of study, sample size).
It is important to highlight that various studies have found self-compassion to be positively associated with lower levels of psychopathology (not only depression), while its negative dimensions (self-judgment, isolation and over-identification) have been found to be positively associated with psychopathology (Van Dam et al., 2011) .
The same analysis, when conducted for each of the groups (In-treatment and Post-treatment), indicated similar, but more heterogeneous results. In the Intreatment group, there was a significant negative association between symptomatology of depression and the global score of self-compassion, as well as between symptomatology of depression and selfkindness. In this same group, it was found a significant positive association between depression symptoms and the three negative dimensions of self-compassion (self-judgment, isolation and over-identification). No significant associations were found between these variables in the Post-treatment group, which is an intriguing result. Other studies (e.g., Krieger et al., 2013) have found that the associations between self-compassion, its components and depression (or symptoms of depression), are significant for both clinical and non-clinical samples, depressed and non-depressed participants. The fact that this association was not present in the Post-treatment group is unexpected and, we think, justifies further studies that would allow a more in-depth exploration of the relationship between self-compassion and depression (and possibly other psychopathologies) after treatment.
Lastly, when exploring the dimensions of self-compassion as possible predictors of depressive symptomatology for the total sample, it was found that higher levels of self-judgment predict higher levels depression symptoms, explaining 10% of the variation. This result is also in line with studies that have looked into this same relationship (Gilbert, 2009; Gilbert & Procter, 2006) . However, there are studies in clinical samples that have found self-judgment to have a greater predictive power. In a study conducted by Van Dam, Sheppard, Forsyth and Earleywine (2011) , with 504 depressed and/or anxious patients, self-judgment explained 36% of the severity of the depressive symptomatology. The difference could perhaps be explained by the sample size and by the fact that about half of our sample had already completed the treatment for depression.
When studying the separated groups, results showed that in the In-treatment group, isolation is a significant predictor of symptomatology of depression, explaining 29% of the variance in depression. This result is consistent with studies that explored the associations of this variable among general (Mills, Gilbert, Bellew, McEwan, & Gale, 2007; Neff et al., 2008) and clinical populations (Krieger et al., 2013; Van Dam et al., 2011) . A more recent study conducted with general population from Germany, by Korner and colleagues (2015) , found that isolation explained 18% of the variance of depression symptoms severity; their lower predictive power (than ours) may be explained by the fact that their study wasn't done in a clinical population.
These results have practical importance and underline the role of isolation, even during treatment in a residential context, in predicting depression and also in predicting the effectiveness of the treatment. Isolation is one of the negative dimensions of selfcompassion and should not be considered as equivalent to the social isolation not to the feeling of loneliness (intricately linked with depression in different populations; e.g. Matthews et al., 2016) . Isolation as a self-compassion dimension is defined as the egocentric fallacy that "it's just me" instead of framing experiences of suffering in light of the shared human experience (Neff, 2016) . In this line, the promotion of a feeling of common humanity (vs. isolation) seems to be an important factor to the outcome of treatment in depression, and it would be interesting to study this phenomenon more in-depth.
In the In-treatment group, no other self-compassion dimensions were found to be significant predictors of depression symptoms, nor even self-judgment, which was found to be a predictor of depression for the total sample. This discrepancy could be due to the sample size of the In-treatment group. Also, in the Post-treatment group, none of the dimensions of selfcompassion were found to be significant predictors of depression.
The results of the present study should be interpreted taking into consideration its context, particularly when interpreting the results regarding the different moments of treatment: In-treatment and Post-treatment. It is pertinent to understand how the studied variables are integrated in the therapeutic model adopted by the therapeutic unit where the data was collected. The therapeutic model, designated Change & Grow ® , is based on five principles (Truth, Acceptance, Gratitude, Love and Responsibility) and incorporates various therapeutic strategies promoters of self-compassion. The model, created and developed in VillaRamadas since 2005, has followed the conceptual evolution of different psychological approaches, translating into practice positive dimensions of self-compassion and contributing to the promotion of adaptive life skills.
There are limitations in the present study that should be highlighted: (a) data were collected from a single private therapeutic unit, which segments the target audience, conditioning the data-framing against the general population; (b) the possibility that participants that were included in the Post-treatment group could have been meanwhile subjected to other interventions (psychotherapeutic and/or pharmacological), outside the therapeutic unit; (c) the fact that the present study was conducted with a cross-sectional design, not allowing, therefore, the establishment of temporal causal relations; (d) the somewhat small sample size that may have impaired to observe significant differences between groups for some of the analysis that were performed (as stated above).
Main results of the present study are in line with the available literature concerning the relationship between self-compassion, its components and symptomatology of depression. Regarding the therapeutic model in question and its effectiveness for both depression and other psychopathologies, further studies must be conducted.
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